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Introduction 

NAte Health Benefil Plan 
20547 Waverly Coun 
Ashburn, VA 20[49·000 [ 

This brochure des(;ribe~ Ihe henefits of the NALC Heliith ~nent Plan under our conttacl (CS 1067) with the Office of 
Personnel Management (OPM), as Buthorized by the Federol Employees Heallh Benefits law. This brochure is the 
officilll slatement of benefils. No oral statement can modify or otherwise afTeet the benefits, limitations. and exclusions 
of this brochLlI'(\ 

If you nrc enrolled in this Plan you are entitled Co fhe benefits descrihed in lhis bmcllUffl. lfyou are enrolled for Self and 
Family coverage. each eligible family member is also enlitled to these benefits. You do not hllvc a right to benefIts that 
were ustllfabfe before Jan!.laty 1.2001, unless those benefits arc lItso shown in Ihis brochure, 

OPM negoliate~ beneflt~ and rates with. each plan annually, Benefit chang(:s are effective J,mullry l, 200 I, and are 
summW'ized on page 55. Rates are shown at Ihe end of Ihi;;; brochure. 

Plain Language 

Tile President and Vice President are milking Ihe wvernment's communication more R:Sp"nsive, 3Ce;C$sib\e;. and 
undenmmdable to the public by requiring agencies to use plain language. In response, a team ofhelilth plan representa. 
lives Imci OPM staff l.'r'Orked coope;ratively II} m<lke this bruch!.lrc clcartf, Exccp\ for necessary tcchnlcllJ u:nns. we usc 
common word~_ "You" mca:n:- lite enrollee or fllmlly member; "we" means NALC He;alm Be;ncfil Plan. 

The plain hlnguage team reorganit.ed the brochure and me way we describe our benefits. When you tompsn: this Plan 
wilh olher FEHB plans, you will find thai the hrodlures have the same fonnnt and simil11r infonnation to make compari. 
wns easier, 

rfyou have comments or sUisescions about how 10 improve this brne-hutt:, Itt OPM know, Vis!; OPM's 'Rale Us" 
feedback area at wy.w,QpID'iQviinsure, and e·mail OPM at fcllhwclxQlnmenu;@opm.i2\'Qrwrile to OPM 111 In5llnmee 
Planning and EVlllualion Division, P,Q, Box 436, Washington, DC 20044.(1436, 

NALC Hltallh B!'f1(:jlr Plan 2001 ) introducrio'lIPfajn Lrmguoglt 
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Section 1. Facts about this ree-ror-service plan 
~------------------

This Plan i.:. a fce~for·service (FFS) ptan. You can choose your own physician!>, hospitals, and Other health care providers. 

We reimburse YOli or your provide'r for your covered services, uMlally based on a perecnwgc of!bc amount we allow. 
The type and extent ofcovercd lIetvtccs. and the amounl we allow, m~y be different from other plans. Read brochures 
carefully. 

We AI,o have Prd'trred Provider Organizations (PPO) 

Our fce·fOfwS¢1Vict plan offers scrvi;:e!i through a PPO. When you usC our PPO pl'l,)vider.>. yOu receive co ...cr.;d service.~ 
at reduced COllt. Contact us for the names of PPD provider.; and !(J venfy their cominued panicipation, You can also go 
to our web page, which you Clin reach through the FEHB web sileo www,opnl.(l:Qvlinsure. Do nol can OPM or your 
agency fOf our provider directory. 

PPO benefits apply only when you use a PPO provider. Provider networks mllY ix mon: extensi.."( in some areas mlln 
others, We "Cannot guarantee the availability of every specialty in all areas. Ifni) PPO provider is available, or you do 
not use a PPO provido;r. Ihe stru1dard non-PPO benefIt!> apply , 

How we pay pro..1den 

When you use a PPO provider O( facility. (fU( Pian allowance is Ihe negotiated rote for the servicc. You are not Kspon· 
sible for charges above the negotialed amounl, 

Non-PPO fncililies and providen do not haY¢ special agreementS with the Plan. Our payment is based on Ihe Plan 
allowance for covered services. You may be responsible for amounts over the allowance. 

We olso obtain discounts from some rmn·PPO providers. When we abUlin discounts lhrough negolialion wilh providers 
(PPO or non-PPO), we paS'> along the savings to you. 

PatlenlS' Bill ofltlghls 

OPM require... that all FEHB Plans comply with the Patients' Bill ofRigbls. recommended by the President's Advi'IDry 
Commis~ion on Consumer Protection and Quality in the Health Care Induslry. You may get Infmmalion about us., our 
networks.. providers, and facilities.. OPM'll FEHB website tWViW,Qpm,goylinsure) lists the specific types of infomllllion 
1hal wc muSI make available to you. Some of the required information is lisled below. 

• The NALC Health Benefit Plan has been panoflhe FEHB since July I%(). 
• We are a no!·for~profit empJo~"Ce {lrganitation sponsored health plan, 
• Onrpreferred provider organiZation (PPO) is The Flnl Heallh., Network. 
• Our network provider for rncnllll health and substance abuse bcoelill- iJi. Voile<! Beh;ivioral Heallh, 
• Our prescription. drug retail network is NALC CareSe!ect Network pharmacy. 
• Out mail order prescription program is Ihrough CAR£MARK 

If you want more informalion about us, call 70)m9-4677 or 8g&!6l6~NALC, or write 10 NAtC Health 8enefit Plan, 
205-17 Waverly wan, Ashburn, VA 20149·0001. You may also visit (lur website at ww'W.oalc.Qfalhhp. 

NALC Health Benefil Plan ZOOI 4 Section 1 



--------------------------
Section 2. How we change for 2001 

Program-wide changes 

• 	 Th-c plain language learn reorganized the broehure and the way we describe our benefils. We hope this will make it 
eIDlicr for yon to compare plarrn. 

• 	 This yelir, the Federal Employees Hcallh Benefits Program is implemcndng network menml heahh and substance 
abllse parity. This: mCllnS that your coverage for mental health, substance abuse, medieal, surgilUll, and hospitJl 
services from provider,;. in our PPO networi: will be Ihe same willi. tegllrd 10 dcduclibles., coinsurance, copay$, aM 
day and visit limitations when yOU follow a treatment plan iliat we approve. Previously, we pJaced higher patient 
Cu.o;l sharing Hod day Of visillirnitDlioml on mernal health and substance abuse services than we did on services!o 
Ireat phYliical illness, injury. or disease. 

• 	 Many healthcare organizations have turned their luttntion Ihis past year to improving heallheare qualily and patient 
safety. OPM asked all FEHB plans to join them in this effort. You can find speeiflC infotTt'l!Uion on out patient 
safety activities by ealling 70317294611 or 888/63fi~NALC (6252), or eheeking our websire ID'A'{.DUIl:,Qfi{bhp. 
You can find out more about padent safety on the: OPM website, www.opm.iov/jnsure.Toimprove your hcalthcut1!, 
take these five steps: 
•• Speak up iryou have questions m concernS. 
•• Keep a li$l ofallihe medicines you take . 
•• Make Slife you gel the reliullB of any test or procedure . 
•• Talk witb your doctor and health care team about your options if you need hospita! caI'C. 
- Make sure you unden.tand Whlll will happen if you need surgery, 

• 	 We clarif,ed Ihe language (0 show that anyone woo needs a masteelomy may choose to have the procedure pcrfonned 
on an inpatient basis and remain in the hospital up 10 48 houl1alter the ptOCeduR'_ Previously. the language refer· 
eneed only ~omen, . 

• 	 NOr1b Dakotll is deleted from the list of states designated as medically undcf£erved in 2001. See page 6 for informa
tion on medically underserved IlfC3S. 

Changes 10 tbis Plan 

• 	 Your share ofthe NALC Postal premium will inCreJlse by 2,3% for Self Only and decrease by 3,H% lor Self and 
Family. 

• 	 YOur share ofthc NAtC non-Pos!al premium will increase by 4.6% filr Self Only or 1.4% for Self and Family. 
• 	 We lowered y¢ur coinsurance from 15% to 10% for Surgery by a PPO provider. 
• 	 We increased your 10000a eoveragc for accidemal injury from 48 hours 10 72 hours. 
• 	 You no longer bave lO pay the S25 drug deductible when yoo purehase prescription drugs using your idendfu:ation 

card at an NALC CareSelect ~tail pharmacy. 
• 	 You can now purchase a 60.day supply Gfprcscriplion drugs al a copaymen! ofS8 generidSJ1 name brand through 

our mail order program, for tbose limes '100 do nOI need a 90.oay supply. 
• 	 lfyoo have Medicare. yoor mail order copaymenl is $5 genericl$13 name braod for a 60-&y supply. or $1.50 

gencric/Sl9.:50 name brand for a 'fO.day supply, inslead of $2 generie!S4 name brand for a 90-day supply, 
• 	 When you purchase preseription drugs using your Identification eard al an NALC Cl'reSelect network phmmacy. yO"J 

pay 25% of the discounted drug rale, instead of the $5 gcnericrSI 0 nnme brand repayments. If you have Medicare. 
you pay 15% of the disco-..m!ed drug rate, instead of the $1 generic!S2 name brand eopaymentl;. 

• 	 For II. Pro office visit, your copaymcnt is S20 insread ofSJ 5. 
• 	 We lowered your calendar year deductible from $215 fO 5250 per person {$550 to $500 family) tor servicc~ ofa PPO 

provider. 
• 	 We incR'aseci your calendaryeardeduetible from $215 to $300 pcr person ($550 10 $600 family) for services by a 

non-Pro provider, Whether 'lOll use PPO or non-PPO providefll, your deductible will not exceed $300 pcr pCMn 
($600 family). 

• 	 We increased your ealendl'lryear dedlletible from $250 10 $)00 per person for S(!rvieesof !In oUI-of-ncrv.·ork mentul 
health provider. 

• 	 We. increased your calendar year deductible from $250 to $300 per person for an inpalicnt admiSSion in an OUI·ol"
network trealment facility for substance Ilbusc. 

• 	 Covernge in <) s.killed nursing fneility is limited to enrollees with Medicare P9rt A primary. Previously. skilled 
nursing facility bcndils were Ilvailable 10 all cnrollecs. 
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Section 3. How you get care 

Identification cards 

Where you get covered cafe 

• Cov~reti provlden 

• Covered racilities 

NALe Heolth Bl?n~jit pit;m 2Ml 

We will send you an identific!I\ioll (JD)eani when you enroll. You should carry your 
ID card with you at all times. You must show itwbenever you rLlceive services 
from it provider or fiU II prescription at an NALe CarcSelect retail pharmacy, Until 
YOu receive your ID card, use your copy of me H~lrh Benefits Election Form. 
SF-2S09, your health benefits enrollment confirmafion (ror annuiuulls)" or your 
Employee Express confirmation letter. If you wan! to obtain a prescriplion aliln 
NALe CllreSelect retail pharmacy and have nol received your identification card. 
conw.ct us lit 703/729-4677 or 88.8!636.NALC (6252,. 

If you do not receive your ID card within 30 days aficr Ihc cffec11ve dale of YfJur 
enrollment. or if you need rep III cement cards, clIlL us at 7031729-4677 or g8!!}6J6. 
NALe (62$2). 

You can get clire from any "covered provider" or "eovered facility" How much 
we pay -lind you pay - depends on Ihe type ofcovered provider Of facili!}, y¢u 
usc, If you use our preferred providers, you will pay less, 

We consider the followtng to be covered providers when they perform service!' 
wli!nn the scope ofthcir license o( cenifiel'lion: 

• 	 A JK:ense.;l dOC10(ofme<licine (M,D.' or o~reopathy{O.O.); or, for sped lied 
senttces covered by the Plan, a licensed dentisl (D.D.S. or D,M,D,), or podia' 
trist (D.P.MJ 

• 	 A nu1'SC anesthetist (CR.NA). 
• 	 A community mental hellltb organization: A nonprofit orgllnillliion or agency 

with 11 goveming or advisory board representative of the community that 
pmvicies(;omprehensive, eonsultative and emergency services for treatment of 
mental conditions. . 

• 	 A qualified clinical psychologist, clinical social worker, optometrist, nUNe 
midwife, nurse practitioner/clinicaL specialist.. and nursing·M:hool-administered 
clinic. The term "physician" includes all of these providers when Ihey perform 
services within the Sl:ope of th.eir license or eertifreaflon. 

• 	 Other providers lisced in Section 5. Bt!lIejils. 

Mooleally understrVoo area" In medically underservc4 lIreM, we cover any 
licensed medical practitioner for any eovered sentice pcrfonnc4 within Ihe scope 
of [hat }iettise in states OPM determines are "medically undmervc<L" For 200 I, 
the stateS are: Alabama. Idaho, Kentucky, Louisillna, Mississippi. Missouri, New 
Mexico. Soulh Carolina, South Dakota, Utah, and Wyoming. 

Covered facilitie;. include: 

Birthing center 

A freestanding facility that provides eomprehensive maternity can:: in a home·likc 
stm<>sphere nnd is lieenacd or certified by Ihe jurisdiclIOn. 

Hospicc 

A f.1ci!ity that I) provides care 10 lhe tenninaHy ill; 2) is licensed or certified by 
the jUrISdiction in whicb it operates; 3) is supcrvised by a staff of physicians (M.O, 
or 0.0.) with at least one such physician on cal! 24 hours a day; 4) provides 24~ 
hout-fl~day nursing $ervices under the direction of a regi~tered. nUn;(: (lLN,) and has 
a full-time adminbtrator; and 5) provides an ongoing quaLity iIS$:Jran« pmgran:, 

Hospital 

I) An institution that is accredit.cd as a hospital under Ihe I\o"pital accreditation 
program of the Joinl CommiMiior. on Accreditalloo of HealthCurc Organi...alions 
(JCAHO): 01' 2} any other institution licensed as a hospllal, operating under the 
s-uper.tision of a stilff ofphytucl3ns with 24-hour-a-day regi~tcred nursing service, 
and is priIr.arily engaged in providing genera! inpatient acute care am! trealmctll of 
~ick and injured pe,rons lhrough medIcal, diagnostie and major surgical facilities, 
All these facilities. must he provided on its premises or under its. COntrol, 

The lerm "hospital" do«s nol Include 11: convalescent home or extended care facility. 
or any institutio,n or part thereof whith a) is used principally as a convalescent 
facility, nursing hnme, or facm!) for the aged; bj furnishes primarily domiciliary 
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What you must do to 
get covered cure 

• Tran,ltlonal cart: 

How to Get Approval for ... 
• Your hospital stay 

Warning: 

How to prttt:rtify 
an adml!Jslon: 

NALC Heallh Benefit Plen 2001 

or custodial care. including Imining in Ihe routines of daily living; or c) is DpCr.ltcd 
as a school or residenlial !r'C/llmenl facility. 

Sl(llled nunlng facUlty (SNF) 

A facility eligible faT Medicare payment, or a government facility not covered by 
Medicare, Ihal provides continuolUi non-i;uslOdia1 inpillienr skilled nursing care by 
a medical stafffnr post~ho'Ilplt.al palients. 

Trealment facility 

A freestanding facility lIecredited by lhe Joint Ccmnui'>Sion on Accreditatinn of 
Healtocllfe Organizations (JCAHO) for {realment ofsubstance abusc. 

It depends on the kind of care.you wanl to melve. You can go to any 
physician you "'lint, but we rr:US! approve some care in advancc. 

Spedalty care. If you havc a chronic or dIsabling condition and lo~ access to 
ynur specialist because we: 

• 	 T errninale our c01Itract with your spcdalist for other than cause: or 
• 	 DfQP Oul of the Fedel1l1 Employees Health Benefits (FEHB) Program and you 

enroll in another FEHB Pilln. 

you may be able to continue seeing )'Out specialist for up t(l90 days after Y(lU 
r«:eive notice of Ihe change. Contact us ir you think you arc eligible. 

(fyou art in tbe second or third rrirnesterofpregnan.cy and you lose access to yOUf 
specialist based on tbe abo....e circumstances, you ean continue to see your speciolisl 
wllil the end of your posfpBrtUm care, even if it is beyond lhe 90 days. 

Hospital care. We pay for cow:ored services from the effective dale of your 
enrollment. Jfyou art in the hospital, however, when your enrollmem in our Plan 
begins, call OUf customer service department immedialely at 703/7294677 or 8gg1 
636~NALC (62S2). 

!fyou changed from anOlher FEHB plan to us, your former plan will pay for the 
hospital stay unlillhe earliest ofthesc evclils; 

• 	 You art discharged. nOt merely moved to lin alternative carc centcr: 
• 	 The day your hc.ncfits. from your former plan run Out; or 
• 	 The 92..J day after you bccome II mt.'mhef ofthis Plan. 

These provisions upply onL), 10 the henefils of the hospitalized persof" 

Pre«rtJRcaikm is Ute process by which - prior to your lnpatitml hospital admis
sion - we evaJustc the medical necessity of your proposed stay and Ihc number ot 
da~'S required to treat your condilion. Unless we are misled by ,he informlliion 
given to u.~ we won't ehange our decision on medical necessity. Preeertifieation is 
nOl a guarantee ofbenefil piiymtnlS, 

In mesl cases, your physlciun or hospital will take care of preccrtific31ion but. 
because you are responsible fOf ensuring Ihal we are lIsked 10 preccnify your care, 
you should !llW<lYS ask your physician or hospital whether they /wve conlaC1N us. 

We reduce: our benefits for the inpatienl hospiml stay by $500 if no one eOniaelS us 
for precertifica!ion, In addilion, if we delermine the stay is nOl medically ncees
sll1)', we will nOI pay any inpatient hospital benefits. 

• 	 YQU, your representative. your physician, or your hospital must call us al HOo'! 
£22-£2S2 prior to admission, unless your admission is rell1led \0 il menIal hllllith 
and sub~tllncll abuse condition, In that case call 877/468·1016. 

• 	 If ~'Qu have !In emergency odmission dUll \0 II condition that you re.monubly 
believe puis your life in danger or could cause serious damagc 10 bodily 
function, you, yourn:presenlativc, the physician, or the hospilal must telephone 
us within two business days following the day Oflhc emergency admi~~ir,", 
even if you have been discharged from Ihe hospital. 

• 	 Provide the following information: 

•• Enrollee's name and Membcr identifiCtltion number; 
•• Patienl's name, birth dale. and phone number: 

continues on nerf pagt' 
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I 

Maternity tan 

If your hospltal·stay 
need! to be exlended: 

What hallpens when you 
do nOI follow the 
pr«erUneation rules 

E:stepUoIlS: 

• Other services 

•• Reason for hospitbliutlcn. and p~ rreatment or surgery: 

•• Name and phone number ofadmitting physieian; 

•• Name of hospital or facilif)'; and 

- Number of planned days of confinement, 


• 	 We will tell the physician and/or hospilf1.llhe number or approved inpatienl days 
and send wollen eonlinnalion ofour decision to you, your physician. and the 
hospital. 

You do no! need 10 precertify a maternity Bdmission for a routine delivery. 
Hov.'e\·er, if your medical condition requites you to stay more than 4& hours alier a 
vaginal delivery or 96 hours aftcr a ceS!lre!Jn section. then your physician or the 
hospital must COntaet us for precertilieation of additional days. fut1her. iryour 
baby slays after you are discharged, then your physician or the haspiml must eonUiet 
us within tWO business daytl for precenification or additional days for your baby. 

Tfyour hospitul Slay - including ror mau:mity eare - needs to be enended, 
your physician Gf the hospital must ask us to approve the additional days. 

• 	 When we haye preccrtified the admission but you remain in the ho-splt.al 
beyond the number or days we approyed. and you do not ge! the additional 
days preeertified.lhen: 

•• for any pan of the admission that we delem1!ne was fm::dica:lIy netemry, we 
pay tnpalienl beneflls, but 

•• for Ihe part ofthe odmission that we detennint was not medically necessary, 
we pay only for medical services and supplies otherwise pgyllble on an 
oUrp.8rienl basis and do not pay inpalienl benefits, 

• 	 IfrKl One contacted us, we &:.tide whether the hospital stay was medieally necessary_ 

•• Ifwe delennine Ihallhe stay was mediclllly necessary. we pgy the inp.lllent 
charges, but reduce benefia by S500 

••	JfwC" determine Ilml it was not medically necessary for you 10 be an inpatient., 
we will IIDt pay inpatient hlliipital benefits. We will pay only fa; covered 
medical supplies and servlets that would be otbef"Wisc payable no ao 
outpatient basis. 

• 	 Irwe denied !.he precertification requesl, we will not pay inpatiem hospirnl 
benefilS. We pay nnly for C(lvcrcd medical suppUes and services that would be 
otherwise payable on an {)utpatienl bnsis, 

You do oot need prc<ertificalion in these cases: 

• 	 Yau aTe lldmifted to a hoophal OlJtside the United SUltt.'S. 
• 	 You huve anothcr group health insurance - including Medicare Part A - ,htu 

Is. the primary payer rGT Inc hosphal stay, 

Note: Ifyou ed'laust your Medieare hospllal benefits and do nOI wanllD Ufie your 
Medicare lifetime reserve dny~ tben we become the primary payer and you do 
need precenificalion . 

Some other services require prceertifi<:lltion, prior authorization or a rcrerral. 

• 	 Growth honrume therapy ~GHT): We coyer GHT only when wc preauthorize 
the trelltmenl. Call 8OOI433-NALC (6252) for preaulhorization. See Section 
5(11). Treatment Iheropie.l. 

• 	 Some drugs, sueh as those for sexual dysfunction, require prior authorization. 
Call us at 800/433-NALC (6252) for inrormation. 

• 	 OrganJti.~sue transplants and donor expenses: The Plan pIIt1lClparcs in Ihe flnt 
Health National Transplant Progrnm. Befure your in!lial evaluation as a 
potential candidale for IIlnmsphmt procedure. you or your physiCIan Il1USI. 

contact First Heallh al !lOO/622~6252 and speak. to II Trnf"lsplant Case Managcr. 
Sec Section 5(b). Organlri:mre. tranrpiant.\" 

• 	 Mental heallh II.nd subo.1anee abuse care: Uniled Behaviorn! Health (UDH)proviUcs 
the Plan's menlal health and substilntt abuM:" benefits, CaUll77/468· 1016 for 
preaulhorizalion. Sec Seclion 5{c). Jfcntul heulth undsfimtancc abuse bP~/i'lr. 

• 	 Durable m<:dleal equipmcnl (D~m): Although DME docs not require prior 
au!horizatlon, }"ou should call us at 800/4:.i3~NALC (6252) before you purehasc 
Gf renl DME 50 we can sive you information on discounted rates. See Seclion 
5(a). Durable mdiil:.uJ eql.tipmrnr, 
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Section 4. Your costs for covered services 

, This is whut you will pay out-of-pocket for your covered care: 

• 	 Copaymenls 

• 	 Deductible 

• 	 Coln~urance 

• 	 Dlrrerenc~ between 
our allowance and 
the bill 

NALe Health Benefit Plan lOOI 

A copayment is a fixed amount of money you pay 10 the provider when you 
receive services. Copaymenls arc nOllhe same for all services. See Section 
5. Benefils. 

Example: When you sec your PPO physician you pay B $20 copaymcm per 
office visit. 

A deductible is a fixed amount of covered expenses you must incur for 
certain covered services and supplies before we start paying benefits for 
those expenses. The family deduetible is satisfied when the combined 
covered expenses applied to the clllendar year deductible for fomily members 
totallhe amounts shown. Copayments do nOI count toward any deductible. 

• 	 The PPO calendar year deductible is $2:50 per person ($500 per family). If 
you use non-PPO providers, your calendar year deductible is incrcased Lo 
a maximum of$300 per person ($600 per family). Whcther or not you 
use PPO providers your deductible will not exceed $300 per person ($600 
per family). 

• 	 The calendar year drug deductible of $2 5 per person or $50 per family 
applies only to non-network benefits. 

• 	 The calendar year deductible for in-network mental health and substance 
abuse benefits is $250 per person ($500 per family). 

• 	 The calendar year deduetible for out-of-network mental health and 
substance abuse inpatient and outpatienl professional services is $300 per 
person ($600 per family). 

• 	 The calendar year deductible for out-of-network substanee abuse lreal
ment in a nemment facility is $300 per person. 

Note: If you change plans during Open Season, you do not have to stan a 
new deductible under your old plan between January 1 and the effective date 
of your new plan. If you ehange plans at another time during the year, you 
must begin a ncw deductible undcr your new plan. 

Coinsurnnce is the percentage of our lI110wllnce that you must pay for your 
care. Coinsurnnce doesn't begin until you meet your deductible. 

Example: When you see II non-PPO physician, your coinsurnnee is 30% of 
our allowance for office visits. 

Nme: If your provider routinely waives (does nm require you 10 pay) your 
copllyments, deductibles, or coinsurnnce, the provider is misstating the fee 
and may bc violating the law. In this case, when we ealcullite our shllre, we 
reduce the provider's fee by thc amount waived. 

For example, if your physieian ordinarily charges $100 for tI scrvice but 
routinely waivcs your 30% coinsurllnce, the IIctual charge is $70. We pay 
$49 (70% of the IIcmal charge of $70). 

OUf "Pllln allowllnce" is the amount we use to calculate our payment for 
covered services. Fee-for-serviee plans arrive at II1l0wances in different WIlYS, 

so our allowanccs vary. For more information about how we determine our 
Plan allowance, sec the definition of Plan allowance in Scction 10. 

Often, thc provider's bill is morc than a fee-for-serviee plan's allowancc. 
Whether or nm you havc to pay thc difference between our ullowance lind 
the bill dcpends on the provider you use. 

• 	 PPO provlden agree to limit what they will bill you. Becuuse of that, 
when you use a preferred provider, your shllre of covercd charges consists 
only of your copllyment, deductible, and coinsurnnce. Here is an example: 
You see a PPO physician who charges $150, but our IIllowance is S 100. 
If you have met your deductible, you IIrc only responsible for your 
coinsurancc. That is, you pay just 15% of our $100 allowllnce ($1 5). 
Because of the agreement, your PPO physician will not bill you for the 
$50 difference between our allowance and hisiber bill. 

conlinue.f on next page 
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• 	 Nrut*PPO providers. on the orher har.d. have no agreement to hmil what 
they will bill you. When you usc a non-PPO provider, you pay your 
copllyment, deducrible, lind coinsurance, plm ilny difference between our 
allowance and churgcli on the bill. Here is an example; You uee a non
PPO physician who charges $150 and our allowance is again SIOO. 
Be.:ause you've met your deductible, you are responsible for your 
(oinslJranee, so you pay 30% of our SIOO allowunce (S30). Plus, because 
there is no agreement between the nOD-PPO physician and us. he/she (an 
bill you for the $50 difference betv-e.:n our Ill/ow"l:mce and hislher bill. 

The following lable illusmues the examples of how much you have to ptly 
out.of-pocket for servkes from u PPO physician vs. Ii non-PPO physicllln. 
The table uses our example of II service for which the physician charges 
$J50and our allowaoce is SI00, unO: shoW'S the amount you pay if you have 
met your (.Biendar year deductible. 

EXAMPLE I PPO pby!idan I NOR-pro physitian 
,

Physician's ebarge $150 $150 
Our allowapee We !leI it at: 100 We sel it a1: 100 
We pay H5"/Q of our allowance: 85' 70% of OUf allowance: 7Q 

,,You owe , 
,Coinsufl."mce , 15% or our allowance: 15 30% of our allowance: 30 

+Diffetencc up to charge I No: 0 Yes: 50,,,TOTAL YOU PAY 	 SI5 $,", 

Your out~of·pocket maximum For those services wilh coinsumnce (excluding mental bealth and 
for coinsurance substance abuse care), we pay 100% ofthe Plan allowance for the: remainder 

o.f the calendar year afler your coinsurance expcn~ lotal these amount;;; 

• 	 $3000 for services ofPPO providers/facilities 
• 	 $3500 for services ofPPO and non-PPO providersifac:i1itlcs. cnmbined 

for mental health anu substance abuse benefits. we pay 100% ofrhe Plan 
allowance fot the remainder of the calendar year after your eoinsumnee 
expenses tolal these amounl.s:: 

• 	 $3000 for servkes of network menlal health and substance abuse 
providef1ilfaeiHt ies 

• 	 $8000 for out-of~network mental hcalth and substance abuse inpa.licnl 
hospilllJ treatment (tn a muimum of 50 day5) 

Note: Your out-or.poeket maximum dO¢s nOlllpply [0 [hese benefu.s: 

• 	 Skilled nUrSing care 
• 	 Prescription drugs 
• 	 Any out-of-network outpafient menial hutch and substance abuse 

profcssioMI care 

Nore: The following eannul he counted toward out-of~pm:kct cllpcnses' 

• 	 Deduclibles 
• 	 Copaymenls 
• 	 Expenses incurred under Prescription Drug Beneflls 
• 	 Expenses in cxce1iS of tbe Plan allowam::e or maximum benefit limitations 
• 	 Any QU1-(!f~netwofk expenses for memal healm and substance abuse 

professional Care, ex.;::epl inpntknl hospital slilys 
• 	 AmountS you pay for non-<:ompJiance with this Plan's COS! conlaimnent 

requirement5 
• 	 Coinsurauce for skilled nursing care 

When government Facilities of the Department ofVeLerans Affairs, thc Department of 

Defcnse, and the indian Health Service are entitled to seek reimbursenlcnl 
facilities bill us 
from us fOr cetl.llin .services Ilnd supplies they provide to YOu or a family 
member. They may not seek mOO! lb~n their 80:¥cming laws allow, 

If we overpay y'ou 	 We will make dilige:m efforts 10 recover benefit payments we made in errof 
but in good faith. We may reduce subsequent benefit payments to offset 
overpayments. 
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When you are age 65 or older and you do nol have Medicare 

Under Ihe FEHB law, we must hmil our paymenlS for those benefits you would be er.titled 10 if you had Medicare, And, 
your physician and hospital must follow Medicare rules and cannot bill YOlt for more than they could bill you iryou had 
MedjCll:fe, The following chart has more information ,,\lout the Ijmits. 

Ifyu•... 

• 	 are age 65 or older, and 

• 	 do nIll have Medicare Part A, Part B, or both; and 

• 	 hQvc this Plan as an annuitant or Il.'l a former spouse, or as a family member of an annuitam or former 
SPQuse; ilnd 

• 	 are nO! employed in il posilion that gives FEHB eovemge (Your employing offtet car. leI! you if this applies.} 

Then, for your inpatient hospital care in a Medicare participating hospital. 
• 	 Thc law requires us 10 base our paymenl on an amount - the "'equivalent Medi.care amaunl" - set by 

Medicare's rules for what Medieare would pay. not on the ecru:!! charge; 

• 	 You aterespomible for ynurcoinsurance andany applicable deduclibles orcopayments you owe under Ihis Plan; 

• 	 You are not responsible for any charges greater than the equivalent Medicare amoum; we show that amount 
on thc o:;xplanation ofbencfil$; and 

• 	 The law prohibits a hospital from eoUeeting more than the Medicare equivalem amOOnt, 

And. for your physician tare, lhe taw requires us to base our payment and your coinsurance on .. , 

• 	 an amount set by Medicare and called the "Medicare approved amounf," or 

• 	 the ociLlaI charge ifil is lower than the Medicare approyed amount. 

1fy(J~r phY5iclan .• , 	 Then Y(Ju are resp(Jtlsible ((Jr••• 

Participates with Medicare or accepts your deductibles, coinsurance. and copaymenls; 

Medicare asslgnmenl for fhc claim 

----.---------.-;--- 
Doe~ nO! participate with Medicare. 	 your deductible:>, coinsur.mcc, copayments, and 

any balance up to J 15% of the Mcdicnrt appl'U'V¢d 
amount 

II is ge(Jerally 10 your financial advantage to use a physician who participates with Medicare. Such physidans are only 
permitted 10 collect up 10 the Medicare approvw amount. 

Our explanation of benefits form will Iell you how much tbe physidan or hospital can collect from you. If your physi. 
cian or hospitul tries to collect more than allowed by law, fisk the physician or hospital to reduce thc charge", If you 
havc paid more than allowed. as!.: ror a rerund. Iryou neet! funher ussistanec. call us. 

---~. 
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When you have the Original 
Medicare Plan 

When you have a Medicare 
Private Contract 

We limit our payment til an !!mount lhal supplemeflts th~ bcneHts that 
Medicare ....ould pay under Part A (Hospital insuranee} and Part B (Medical 
insurance), regardless of whethet Medicare pays. Note: We pay our regular 
benefits for emergeney services to an institutional provider, 5ueh as a hospital, 
that does not pmieipa1e with Medicare afld is !WI reimbursed-by Medicare. 

Whw you are covered by Medicare Part B and it is primary. you pay no oul
of'pocket c);;ptn:.es for services borh we and Medicare Pan B cover . 

• 	rf your physician accepts Medicare c:ssignmenl, then you pay nothing for 
IXIvered charges. 

• 	 Ifyour physician does not accept Medicare assignment. then you pay 
nothing for covered charges because we include paymenl up 10 the 
limiting chnrge, 

Note: The physician who does not aC(epl Medicare assignmem may not bill 
you for more than II S% of the amount Medicare bases its puymem on, 
called the "limiting charge." The Medicare Summary Notice (MSN) that 
Medicare will send you will have more information aboUllhe limiting 
charge. if your phy~ician tries to collect more than allowed by law, ask 
them IQ reduce Iheir charges. If they do noC. report them to your Medicare 
carrier who senl you the MSN form, Call us if yoo need funher assistance. 

A physician may ask you 10 sign a private contracc agreeing that you can 
be billed direeUy for serviC4! ordinarily covered by Medicare. If}'<'u sign an 
agreement. Mcdic.llre wtll nol pay any portion ufihe charges, and we will not 
increase Our payment We willlimil {jur payment to the amount we would 
have paid after Medicare's payment. 

Please see £«tion 9. Coordinaung benefits wult miter CO\'Cruge, for more 
information about how we ooordina\e benefits with Medicare. 
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Section 5. Benefit. - OVERVIEW. 

(See page j for ho... ollr benefits changed this year andpage 55 for a benefits summary',) 


NOTE: This Benefici section i~ dl ... idoo into' subsections, , Please read rhe important things you should keep in mind at 
the beginning oft';llCb subsettion. Also read the Geneml e;u:l11sions in Section 6; they apply 10 the benefits in the 
following subseclions. To obtain claims ranns, claims filing advice, or more infontlation ahoUl our benefits. conlact 
us al ?03n29..4677 or 8SBJ636-NALC (6252), 

(a) Medical serYices and supplies prOVided by physiciBns and other health care professionals .......... " " J4·21 


• 	 Diagnostic and treatment services • Hearing services (testing, treatment, and' 
• 	 Lab, X'nI)" and other diagnostic tests supplies) 
• 	 Preventive eom:. Ildult • Vision services (iesting, !relliment, and 
• 	 Preventive com:. children supplies) 
• 	 Maternity eRre • Foot carc 
• 	 Family planning • Orthopedic and prosthelic dcvices 
• 	 Infettilil')' services • Durnble medical equipmeot (DME} 
• 	 Allergy care • Home health services 
• 	 Treal'mCnllhcropies • Ahemative treatmen1s 
• 	 Rehilbi!itative 1hernpies • EdllClI'~onal clllsses and programs 

(b) SurgicAll'lnd anestheSia services provided by physicians and other health eare profess.ionals .. " ......... , 22-25 


• SurgiCAl procedures • Orgllnltissue mmsplllniS 

.. Reconstruclive surgery .. Anesthesia 

• 	 Ornlllnd moxillofacial surgery 

(ci Set"iices pn;'lVided hy II hospital or olher facility. ond IImbulance: ser."ices 	 .. 26-28 

• 	 Inpa1ienl hospital .. Skilled ollrsins care fadhly benefit 
.. 	 Outpatient hospitai or ambultrtory • HosPice care 


surgic..1center • Amhultrnce 


(d) Emergency services/Accidents 	 29·30 

• 	 Accidental injury • Ambl.llllnce 
• 	 Medical emerli!ency 

(e) Mental helllth and substance abuse bf:nefits 	 ." ............ 31-33 


• 	 In-Network Benefits • OUI-of-Network Benefits 

(f) 	 Preseriptioo drug bi::nefils . " .... 34-35 

• 	 Covered medications and supplies 

til.) Special features 	 36 

• 	 Flexible bcneflls option • Disease managemem programs 
• 	 24-hour nurse line • Diseoun($ fo. durable medical equipment (DME) 
• 	 Services. for deaf and hearing imp<:lin:d • Worldwide coveroge 
.. 	 Centers ofe).Cellence fur irnnspliuusJ 


hean surgery 


(h) Dental bcnefils (No current benents~ p, .. " .,,"", ,,', ,,,p, "." ''''', ,,,",' ,"'''" 	 37 

(i) 	Non-FEHB bcnefils o:vailable to Plftn members , .......... , .. 3& 


SUMMARYOF8ENEF~ 	 .. , ....... 55 
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Section 5 (a). Medical services and supplies provided by physicians and other 
health care professionals 

Here are some Import.ltl thIngs you should keep in mind abuut Itlfie benefits: 

I ! 


• 	 Please remember that all benefits lin: subject 10 the definitions. limitations. and exclusions M M 
p Pin this brochure and are payable only when we delennine they arc medically necessary. 

o • The PPO calendar )lear deductible i:s $25£* per person {S500 per fBroily}, [fyou use non-PPO o 
R providers your calendar year deductible is $300 per per,>Ofl (5600 per family). Whether you R 
T lISt PPO or non-PPO provi<ier.i, your deductible will fiot exceed $300 per person (S600 T 
A per family), The calendar year dedueliblc applies 10 almost all benefits in Ibis mtion, A 

We say "No deduclible" 10 show when the calendar year deductible does not apply_N 	 N 
T 	 T• 	 The oon·PPO benefits are Ihe standard benefits ofm!! Plan. PPO benefits apply only when 


you UK it PPO provider, When no Pro provider is available. non·PPO benefits apply_ 


• 	 Please keep in mind thaI when you use a PPQ hospital, the PrQfcssional~ 'Ailo provide 

services 10 )'Ou in the hospilal. sucb as emergency room physicians, mdiologlsts. 

anesthetists and pathologislS. may IlIlf all be preferred providers.. Iflbey are not, they 

will be paid by ihis Plan as non"PPO providm:, 


• 	 He sure to' read Section 4, four costsfot' c(.WQedsenices fOf valuable infonnation about 

C051 snaring, with special se<:tlons for members whO' are (l.ge 65 or older, Also read 

Section ii, Coordinating bimejiu with mher covuuge. 


Professional services of physici(l.ns 

• Office or ompatient visits 

ppo: $20 eopayment per oflice visil 
(NO'deducdble) 

Professional s~rvict:s of physicians 

• HO'spltal care 
• Skilled nun.ing facility care 
• Initialeumination of a newborn child covered 

under a family enrollment 
• Medica! cQl1;;uhations 
• Second sUfuical opinions 
• Home visil~ 

~O'(e: for routine post-O'perative surgkol co.re, see 
Seclion 5(b). Surgical procedures. 

N()( c(!w!rcd.' 

Non-PPO: 30% of the Plan allowance and 
the difference, irany, between our 
allowance and (he billed IIffiounl 

ppo: 15% O'fthe PI",n alloWi:lnce 

Non-PPO: 30% of the Plan allowance i:lnd 
the difference, ifi:lny, \:)e:twecn OUf allow
ance and the billed amount 

All charges 

• 	 Routine ph}'licaJ checkups and rela/ed le.fU 

• 	 Routine ~J!I' and hearing cxaminafion.t 
• 	 Services hy chiropr(lC/(In, except in those slUtes designated as 

medically undersrrved (JI'eas 

• 	 Non.Jurgicallrealmel1l for weight reductiol'l or otresity 
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Lab, X-ray and other diagnostic tests 	 +1:. ' ,You pay~'J., 

~~~~~~~~~------~----
Tests and their interpretation. such as: 

• Blood tet.ts 
• lJrirlEllysis 
• Non-routine pap tests 
• Pathology 
• Non-routine Mammograms 
• CAT SeansIMRI 
• Ultrnsoufl\l 
• Electrocardiogram (EKG) 
• Electroencephalogram (EEG) 

Not cQl'Cred: RQllriM ICSts, except lislui IlNkr Preventi,,'C CfU'C, adult 

Plan paYl> for pre-admisl>ion les/ing within 7 days of admission Of 

outpatient surgery. Screening t«ts.limited lo: 

• Chcst X~rays 
• E!ecuceardi<lfIrnm$ 

• Urin!llysis 
• Blood work 

Nofct Diagnostic tests, suck t1J magnetic ret.:maltce imaging, Ilmxlf 
C41lures or similar sh>diC$ ore 1/01 cQ1lSitieredaspreadmitfitm if!s(irll 

1"1'0: 15% ofthc Plan allowance 

Non-PPO: 30% of Ihe Plan allowancc 
and the difference, irony, between our 
allowance and Ihc billed amount 

Note: When tests are perfomted during 
on inpatient confmement no I,I.educlible 
applies. 

ppo: Nothing (No deductible) 

Non·PPO: 20"A ofthe Plan !lllow!lnce 
(No deductihle), and the difference. if 
any. between our allowance and the 
billed amount 

,
Preventive car~ adult ,l' 

PPO: $5 eopaymcn1 (No deductible)Routine screenings, limited to: 

• Blood lead level- one Bnnually Non·PPO: 30% of the Plan ullownnce 
• Total blood cboleslerol- one every three ycars, ages 19 and the difference. ifany, between our 

through 64 , allowance and the billed amount 
• 	 Colorectal cancer screening. intllxling 

•• FeOIl oceulf blood test -one annually, age 40 and older 

•• Routine Sigmoido500py. screening - one t!very fIVe PPO: IO%ofthe ?lanallowance 
years, age 30 !lnd older Non-PPO: JO% of the ?Ian allow!lnce lind 

lnt! difference, if any, between Ihe Plan 
allowance and the billed amown 

• Rnu1ine PruSlate Specific Antigen (PSA test) - one annually ??O: $25 copayment (No deduC1lhte) 
for men nge 40 lind older Non,.PPO: JO% of the ?lan allowance and the 

difference. ifany, between our allowance and 
lhe billed moount 

• Routine pap lesl 

Note: We cover the office visit ifjl is on the same day as Ihe 
pap test. See Diagnruric and treall'lfenf services in this seC1ion. 

• Rouline mammogrum - for women age 35 aruJ older, as follows: 

•• Ages 35 lhoough J9. one during this five year period 
•• Age:; 40 lhrough 64, on~ <:very cal~ndar year 
•• Age 65 and older, one every two consecutive calendarycars 

PPO: Nrnt'llng for first SJ3 if! charges (No 
deduC1ihle), chen 15% of the Plan allowance 

Non-PPO; Nothing for ftm S35 in charges 
(No deductiblei, ihen JQt.4 of the Plan 
allowancc and the diiTerence, ifany. beiwo::n 
uur alloWance and Ihe billed amount 

Pro; $2S copaymem (No deduclible) 

Non-PPO: Ji)ll;O of the Plan allowan(;e and 
the difference. ifany, between our fllIol.\'· 
ance and the billed moount 

------~---------~---------~---I---
RQutine Immunwlliol'lS, limited to: PPO: $5 copayment (No dcduCliblc) 
• Tet.w1us·diph!beria (Td} booster - one every to years. age ]9 Non-PPO: 3(1% of the Plan allowllnce and theand older (CXCCplllS provided for under prevelllive cal'\'. clriJdrerl, 

difference. ifany. between our allowance and • Innucnzall'neul'llO«lCClll "'aeones. OTIC annually. agc 65 and older 
the billed amount 
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- ~Preventive care, children 	 Y•• poy 

• Childhood immunizations recommended by lhe American PPO: Nothing (No deductible) 
Acadcmy {jf Pediafrics, ages 3 through 2! 

Non~PPO: The difference, if any, bctween 
our ellowance and the bilted amount {No 
deductible} 

• Well-child care-routine examinations and immunizations, 
Ihrough IIgc 2 

NOle: For Ihe coverage: of Ihe initial newborn e)tom see Diagnos
tic and tri'almellt services in lhis section. 

ppo: Nothing (No deductible) 

Non-Pf>(): The difference, if soy, between 
our allowance and the billed amount (No 
deductible) 

• ExaminaJlons, Broiled to; 

•• Examinations for amblyopia (lazy eye) and mbismu5 
(cros1Cd eyes) - limited to one screening examination. 
ages llhrough 6 

• E)tamina!ion& done on the day nf immunizallnns, ages J 
Ihrough 21 

PPO; S15 oopayment (No deduelible) 

Non~PPO; )00.4 of the Plan allowance and 
the difference, if any. between our allow
anee and the billed amollnl 

PPC: $20 oopa}ment per office visit (No 
deductible) 

Non_PPQ: 3~11 oflhe Plan allowance and 
the differenee, ihny, between out allllw. 
ance and the billed amount 

_-,M=aternlty care 

Complete- millcmity (obstetrica!) care, such as: 

• 	 Prenatal care 
• 	 Delivery 
• Postoala! can:: 

.. Amniotenimlis 


• Group B Slte-plococcm infection screening 
.. Sooograms 
• 	 Fetal moniloring 
• 	 Other tests medicnlly indicated for the unborn child 

Noce: Here are some things to leep in mind: 

.. 	 YOIl do nol need to precertify your normal dclivery; see 
Section 3 How 10 gltf appraw.dfar,u for otber circumsumccs, 
such as extended stays for you or youf baby, 

You may remain in lhe hospital up 10 48 hmm after a regular 
delivery and % houffiafter a cesarean delivery, We will cover 
an e~tended slay, if medically necessary. but you mUSl 

precertify . 

.. 	 We cover routine nursery care of the newborn child during 
tbe covered portion of the mother's maternity slay. We will 
cover ocher care o( an infan! who requires non-toutine 
treatment if we covcr Ihe infant under a Selfand Family 
enrollment, 

• 	 We pay hospilaliza!ion and surgeon services (delivery) the 
same as for illness and injury, See Section 5(c), '''parient 
hospital and Seclion 5(b). Surgical pr()ccdurcs. 

Not covered: I«Iurine lanograms 10 cktermim~Ji-raf age, mear sex 

.' 

PPo: 10% ofthe Plan allowance 

Non~PPO: 30% o(the Plan allowance 
and the difference, if any, between our 
n!1owance andth-e billcd amount 

PPO: 15% ofrne plan allowance 

Non-PPC: 30% o(lhe Plan allowancc 
and the differencc, if any. bdwecn our 
allowance and tbe bUled amount 

Ali charges 
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Family planning 	 You pay 

Surgical procedures for: PPO; 10% of the Plan allowance 
Non*PPO: 30% orthe Plan allowMce • 	 Voluntary sterilization 

• 	 lmplanted contmcep!ives and the ditrerence, if!tny, ~tween our 
allowance and the b!lled nmoul1l• 	 lntrnuterine deviees (IUDs) 

injectable CO"iraceptive drugs ppo: J5% Grine Plan allowance 
NoI'e: Fot >other contraceptive drugs, see Seclion 5(1), Prescription drug Non-PPO: 30% of lilt Plan allow3nC¢ 
bCllcflls und the difference. if any, between our 

allowance and the billed amount 

Nou:overeti: reversalofvr1iunrary surgicalstcriluatian. andgenericcnunseling I 
Infertility services 	 ~ Ii 

Diagno!>is and treatment of infertility, except as. listed in Nor CO~'I!red. 

Note: For surgical services see Seetion 5(b}, 

Nor covered: 

• A.f,d,d~ reprQdm;tlve lechno/Qgy (ART) pro(:edures, such or 
•• Arlifi;;:ja/ insemmation 
**/n }'itro fertilize/ion 
..Embryo transfer and gamete intrajoflopian tube transfer (GIFT) 

• Services "rut supplies related It) ART procedures 

allowance and Ihc bdled amount 

All charges 

AUergy..are . 

All charges 

PPO: !5% of the Plan allowance 

Non·PI'O: 3iJ%ofthe Pilm allcwance 
lind the difference if any between our 

• 	 Testing PPO: 15% of the Plan allowanee 
• 	 Treatment. exeept for allergy Injections Non-PPO: 30% of the Plan allowance * 	Allergy serum and the difference, if any, belween our 

allowance and the billed amount 

PPO: S5copaymenteMh(Nodeductible) 

Non-PPO: 30"10 oflhc Plan allowance 
and the differenee, i(any, between out' 
allowance and the billed amount 

Allergy injections 

NI)l cow:rcd: All charges 
• 	 Provocative f(H)(/ resling and sublingual al/ergy deserultiro,ian 
* 	 Environmental control anits, such os air conditioners. purifiers, 

IwmirJ((icr.;. and 4(;humid~fiers 

Treatment therapies 
* 	ChemolhcrDpy and radiation therapy PPO; 15% of the Plan altowllnce 
Note: High dose chemotherapy in association wilh alllolGgo\J$ bone Non·PPO: 3!Y'A. ofthe PI;m allow
mamJw tn:m~plants is limiled 10 lhose transplanu listed in Section 5tb) ance and lhe difference, iraoy. 
Orgattltissue Iransplant,f, between our allowance and the billed 
* 	Di.tly:;is - Hemodialysi$ ..nd peritoneal dIalysis amount 
• 	 lntmvcnous (lV)!lnfusior. Thcr.!py ~Home IV and antibiotic theropy 
• 	 Respiralory and inhalation Ihernpies 
* Growth htlnnone thel1lpy (GHT) , 
Note: We rover GHT only when we prelluthorize lhe treatment. Call 8001 I 
433·NALC (6252) for preauttwrizatioo. We will ask you to submit : 
information lhat establiihes thaI the OHT is medically necess.ny. Ask us : 
to aUlhori:re OHI before you begin treatment; otherwise, we will cover ' 
GHT ~rviCC'i only from (he date you submit the information. If you do 
001 ask, or jfwe determine GHT is nel medically necessary. we will not 
eover Ihe GHT Of related services and supplies. 

Treatment therapies - Continued on nexi page 
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Treatment therapies - Continued 	 You pay 

Not cowred.' Chelmion therapy, excepl (H treatment for acuce arsenic. AU charges 
gold, leod or mereu,">, poisoning 

Rehabilitative therapies 	 I 
Physical theropy, occupational therapy. and speech therap>' PPO: J5% of thc Plan allowanec 

• 	 Up to 90 visits per calendar year for the services of eacb of the Non-PPC. 3Ot;,. oflhe Plan allowance 
rollowing: and 'he difference, if any, between nQualifled physical therapists; 

our al1owarn:e and the billed amount•• Speech thernpistJ>~ and 

.. Occ\Jpationa~ !hernpi~s, 


Not..: We co\-er therapy only to restore bodil>' funclion or speech when 
ttlerc has been a loud or partial loss of bodily funclion or functional 
speech due I.() illness or injury and ....'hen the attending physician: 

• 	 Orders. {he care; , 
• 	 ldentif;es fhe specifie profeSSional skills the palient requires:and the 

medical necessity for skilled service~ and 
• 	 Indicates the length of time the services are needed. 

Not covered' AIJ charges 

• 	 LMg-ffN'IfI rthobUifaliw therapy 
• 	 Mnintenanre therapy. including cardiac rehabilitation and atrtise 

programs 

Hearing ....... 1<:•• (testing, treatmen!, and supplies) , ':. 


• 	 Hearing tesling (or cov;o;rcd drngnoscs, such as otitis media and 
masloidhis 

• 	 Firs! hearing aid lind examination, limited 10 services necessitated by 
.(lcddental injury 

Nat covered: 

• Routine hearing testing 
• 	 Hc:ariflg aid and examination, except when necessirateri by actidemut 

injury 

FPO: 15% of the PJanaJJowance 

Non~PPC: )0% of the Ptan allowance 
and the difference, if any. bctv.'een our 
allowance and the billed arooulll 

All charges 

Vision services (testing, treafm~t, Dod supplid) 

• 	 Eye examinations !br covered diagnoses, such as cataract and 
glaucoma 

PPC: $20 ropaymeot per office visil 
{No deducnble) 

Non-Pro; 30% of the Plsn allowance 
and the difference, iruny, befWeen our 
allo1,l,1lnce and 'he billed amounl 

--- ...........---------,---;-------- 
• 	 One pair ofeyeglasses or contact lenses to correct an impairment 

direelly caused by accidental ocular injury or intmocularsurgery (5;'Uch 
a~ fOf ;;aUirac~s} 

Note: For cxammations for amblyopia and Slnlbisrnu5, see Pl?l'erlll've 
core, children, 

Nnf C(JW!red,' 

• 	 Eyeglasses ,IT cnntrn;t lenses alia examina/ions fJ)T them 
• 	 E:n! exerci$('S and or1hopliC,1 
• 	 RadiaJ kerarowflfY ana ()(ht..'r refraClj've slirgery 
• 	 Rf!jractirms 

pro: !S% uflhe Plan allowance 
Non-PM: 30% of the Plan allowil-occ 

and the difference, j rany, between our 
.ttllowance and the billed amount 

All charges 
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Foot care· 	 ", '·You pay..' 
Nonsurgical routine foot care when you are under active treatment for a PPO: I S% of the Plan allowance 
mctabolic 01 peripheral vascular disease, such as diabetes. 

Non·PPO: 30% of the Plan allowance 
and the difference, if any, between our 
allowance and the billed amount 

• Surgical procedures for routine fool care when you are under active 
treatment for a metabolic or peripheral vascular disease, such as 
diabetes 

• Open cutting, such It'll the removal of bunions or bone spurs 

pro: 10% of the Plan allowance 

Non·PPO: 30% of the Plan allowance 
and .he difTerenee, if any, between our 
allowance and the billed amount 

Not covered: 

• CUlling, trimming or removal ofcorns, callusel', or the free edge of 
wenails, and similar routine treatment ofconditions ofthe/oot, except 
as stated above 

• Treatment a/weak, strained or flatfeet or bunions or spun; and ofany 
instability, imbalance or subluxation 0/the/oot (unless the treatment 
is by open CUlling .furgery) 

• Foot orthotics, arch supports, heel pads and cups 
• Orrhopedic and corrective .fhoes 

All charges 

.. " Orthopedic and prosthetic devices, 

• 	 Artiliciallimbs and eyes; slump hose 
• 	 Custom· made durnble brnces for legs, anns. neelc. and back 
• 	 Externally worn breast prostheses and surgical bras, including neces· 

sary replacements following a mastectomy 

Note:· [nternal prosthetic deviccs, such as anificial joints, pacemakers, 
cochlear implants, and surgically implanted breast implant following 
mastectomy IIrC paid as hospital benefits; see Section S(c), Inpatient 
hospital. Insenion of the device is paid as surgery; see Section S(b) 
Surgical procedures. 

Not covered: 

• 	 Orthopedic and corrective shoes 
• 	 Arch supporrs 
• 	 Foot orthmics (shoe inserts) 
• 	 Heel pads and heel cups 
• 	 Lumbosacral supports 
• 	 Corsets, trusses, elastic s/ockings. support hose, and other supporrive 

device.\· 
• 	 Prosthetic replacement provided less than 3 years after the last one we 

covered 

Durable medical equipment (DME) 

Durnble medical equipment (DME) is equipment and supplies that are: 

• 	 Prcscribcd by your attending physician (i.c., the physician who is 
trcming your illness or injury); 

• 	 Mcdically necessary; 
• 	 Primarily and customarily used only for a medical purpose; 
• 	 Generully useful only to a person with an illness or injury; 
• 	 Designed for prolonged use; and 
• 	 Intcnded 10 serve a specifiC Ihernpeulic purpose in the treatmcnt of 

an illness or injury. 

PPO: 15% of the Plan allowance 

Non·PPO: 30% of the Plan 
allowance and the difference, if 
any, between our allowance and 
the billed amount 

All charges 

i 
I " 

PPO: 15% of the Plan allowance 

Non·PPO: 30% of the Plan 
allowance and the difTcrencc, if 
any, between our allowance and 
the billed amount 

Durable medical equipment (DME) - Continued on next pag~ 
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Durable medical equipment (DME) - Continued' 

Note; Callus at 8001433·NALC (6252) as soon as your pbysici6fl 
prescribes equipment or supplies, We have amngtd with a heahh care 
provider to fen! Of sell dureble medical equipmenllu discounted mtes and 
will tell yeu more about this service when you ';;811. 

We cover rental Of p;1rehase (at our nption) including repair and adjlJst~ 
menl ofdumble medical equipment: 

• 	 Oxygen and oxygen apparatus 
• 	 Dial~'sjs appliances 

We also covt!r slIpplies, such as: 

• 	 Hospital bOOs 
• 	 Wheelchair.; 
• 	 Crutches. canes, ilnd walkers 
• 	 Insulin and dwbelic supplies: 
• 	 Needles and syringes for covered injectables 
• 	 Ostomy and catheter suppLies 
• 	 Home IV and antibiotic therapy 

You pay , 
" . 

PPO; 15% of the Plan ullowance 

Non·PPO; 30% of the Plan 
allowance and 'he difference, if 
any, between our allowance and 
the billed amount 

Not CQvucd: 	 All charges 

• 	 DME replacements provided less Ihon 3 years after the last one we 
'coviJred 

• 	 Sun ()1' heaf Jamps, whir/pool baths, salinas and Simila,. iwuseiwJd 
equipment 

• 	 Safety. convenience and exercise equipment 
• 	 Communiemion equipment including C(}mputer "story hoords" or 

"light lalters" 
• 	 Enhanced l'is;M systems, computer switch boards ()Y {environmental 

conirol units 
., Heating pads, air canditianers, purifiers and humidifiers 
., Sialr climbing equipmenl. stair glides. ramps, eleWltor,f 
• 	 Modijicafimu or alterations ta vehicles or hQlIsehoJd5 
• 	 Other ifem} (such as wigs) rhat donal meet/he definifi()IJ ofDME, See 

Secllon }O, Definitions, 

Home health services 

Up toW d"ys per calendar year (with a ma~imum Plan paymCIlt of$75 
pel day) when: 

., 	 A registered nurse (R}t), licensed practical nurse (LPX) or licensed 
vocational nurse iLS.N.) pmvides the services; 

., 	 The attending physician orders the care; 

., The physician identifies the ~pecHic professional skills required by the 
~tient Gnd the medical necessity for skilled service.>; and 

., The physieian indicates the length oftime me services ore needed. 

N!)( covered; 

., 	 Nursing care requested by, orfor the calwenience of, rile parient or 
the PQrient 's family 

., 	 Nursmg care primari/.).'/or hygiene. feeding, exercising, moving rhe 
patienl, homemaking, eompanionship or gh'iJtg orai medication 

PPO; 20% of the Phm 1l110wllnce 
(No deduclible) plus all charges 
after we pay $75 pet day 

Non·PPQ: 2()'l/oo oflhe Plan 
allowance (No deduclible} plus aU 
charges after we: pay $15 per day 

AU charges 
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Alternative treatments You pay 

Acupuncture, limlH:d to Hutment by Ii doctor of medicine or PPO; 15% of the Pianlitlowance 
osu:oplithy for pain relief Non-PPO: J~{' of the Plen 

allowance lind the dHTcrencc, if 
any, between our allowance and 
!he billed amount 

Nat covered: 
• 	 Chiropractic services and related tests 
• 	 NOIlln1pathic services 
Note: in medically underserved areas, wc may covcr services of. 
ailemalive treatment providers: see Section 3 Cawmi prcwidcri, 

EduCQUonal classes ana.programs . 

Coverege is limited to, 

• 	 Smoking Cessation - One smoking cessation program per 
member per lifetime. up fO a maximum Plan payment of $1 00 
including all related expen$es sueh as drugs 

• 	 Diabetes Inlining for sclr-mafUlgemenl when: 

• 	 Prescribed by the anending physician; and 
• 	 Administered by a covered provider, such as Ii registered nurse, 

PPO; Nothing for thc first $)00 

Non-PPO: Nnthing for thc first $100 

ppo: 1.5% oflhe Plan allowance 

Nnn-PPO: 30% ofthe Plan allowance 
and the difference. ifany. between our 
allowance and the billcd amount 
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Section 5'(b). Surgical and anesthesia services provided by physicians and 
other health care professionals 

Hue are ~me important things you 'hould keep In mind about these benefit!: 
I I 

M '" P[ea~e fCl'll(imber mat all benefits are subject to the definitions. limitatio/u" lind exClmiOM M 
,p in this brochure and are payable only when we delennine they are medically necessary. p 

o 	 o• The PPO caJendaryear deductible ~ruoperperson ($500 per flunily} lfyoo use I'lOI1-PPO
R 	 Rproviders your calendar yeardedUClible is SJOO perp«SOl\ (S600per family), Whctbcryou
T 	 Tuse PPO or non-PPO providel'5., yoor deductible willllOl exceed S300 perpcrson ($600 per

.'A, 	 Afamily). The calendar year deductible applies til almrn;1 aU benefits in Ihis Se\;tion. We
N 	 Nsay "No deductible" 10 s1mw when the calendar year deductible does no! apply 
T 	 T 

• 	 Be sure 10. read Section 4. YOIIT costsfor cQvered servlccifor valuable information 
about CQlilShanng. will; special see1illf\S for mtmbets who are age 65 or older. Also 
read Section 9, Coordilloting benefits with (Jtlln CtNeroge, 

• 	 The non-PPO benef~ts are the standard benefits ofthts Plan. Pro benefits apply only "''hen 
yO\) uS( a PPO provider. When no PPO provider is avallable. non·PPO benefus apply. 

• 	 Frease keep in mind that when you use Ii PPO hospital, the profe!(\ionais who provide 
services to you in the hospital, such as emergency room physi<:;ians., radiologists, 
anesthetists and pathologists:, may not all be preferred providers. lfthey are not. they 
will be P<lid by this Plan lIS non-PPO prrwidcrs. 

• 	 The amounts listed belnw are f()f" Ihe charges billed by a physician or other health eare 
p10fCUlOlUIl for your surgical procedure, including normal prcw and posl~opcralivc care. 
Look in Section 5 (c) for r:~associ:ttedwith !he facility (i.e, hospiflll. surg;C<l1 cenleT. etC.). 

• 	 YOU MllST GET PRIOR AUTHORIZATION fOR ORGANrrlSSlJE TRANS~ 
PLANTS. See Sectlnn S(b) Orglln fimlt! transplants. 

Surgeons' charges for procedure.<;,- such as: 

• 	 Operative procedures 
• 	 Treatment offrncturcs., indudingeasting 
• 	 Nnrmal pre- and posH)peooive care 

PPO: 10% orlbe Plan allowance 

Non~PPO: 300/, of the Plan allowance and 
lbe difference, if any, betw¢en our allow
ance and the billed amount 

• 	 Correction (If amblyopia and strabismus 
• 	 Endo5copy 
• 	 Biopsy 
• 	 Removal of tumorn. and cys!.s 
• 	 Correction orcongenital anomalies 
• 	 Gastric bypu\s or stapling for treatment of morbid obesity - a 

condition in wbicb an individual weighs 100 pounds or 100'% 
over bis or her normal weighl whb complicating medica! 
conditions and attempts 10 reduce weigh! using II doetor
monHored diet and exercise program were unsuccessful; 
eligible members must be age IS or older, 

• 	 Insertion ofinlemal prosthetic devices 

SlIrglcal procedllres ~ Ctmtinucd em flext pug;: 
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